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Objectives



. What is decision making
capacity

. What is an advance

directive

Understand a patient’s
right to refuse life-saving
treatment



3. What are the 3 types of
substitute decision
makers

4. Understand the
difference between the 2
SDM decision making
standards



5. Appreciate the difference
between active and passive
means of hastening death

6. lIdentify “passive”
mechanisms for hastening

death

7. ldentify “active”
mechanisms for hastening
death



8.What is the legal
standard for determining
death

9.What are treatment
duties after death






An individual . . ... is dead . ..
who has sustained either

(1) irreversible cessation of
circulatory and respiratory
functions, or

(2) irreversible cessation of all
functions of the entire brain



Consent not

required to
stop LSMT



Dead




Not a
patient







Annals of Internal Medicine

American College of Physicians Ethics Manual

Sixth Edition
Lols Snyder, JD, for the American College of Physiclans Ethics, Professlonalism, and Human Rights Committee*

“After a patient . . . brain
dead ... medical support
should be discontinued.”



Guidelines for Physicians: Forgoing Life-Sustaining
Treatment for Adult Patients

Joint Committee on Biomedical Ethics
of the
Los Angeles County Medical Association
an
Los Angeles County Bar Association

Approved by the Los Angeles County Medical Association February 15, 2006
Approved by the Los Angeles County Bar Association March 22, 2006

“Once death
has been
pronounced,
all medical
Interventions

should be
withdrawn.”



The rule
almost
everywhere



Duty to accommodate religious
objections to brain death







“The logical corollary of the
doctrine of informed consent
is that the patient generally
possesses the right not to
consent, that is, to refuse
treatment.”

- Cruzan v. Missouri DOH (1990)



Patient may refuse
treatment even if
life-saving



Ventilator

CANH (= med Tx)
Dialysis

CPR

Antibiotics



Dyspnea

Pain
Paralysis

Nausea



[.oss of control
Anxiety

Delirtum

Hopelessness



Benefit




self-defined -
QOL




Pt own assessment

Pt own values

Pt own preferences



Who Is to say If amount
life left to a patient IS
worth living

Person herself



State interests

Preservation life
Prevent suicide

Protect 3" parties
Integrity med profession



Almost always
outweighed by
patient’s right to self-
determination



Palhative:

Care




Prevent and relieve
suffering

physical
psychosocial
spiritual




Easier situation

Contemporaneous

patient refusal









Tougher situation

When patient now
lacks capacity



Many patients lack

capacity at the end
of life



DNR only means “no
CPR”

It does not mean “do
not treat”



Prospective
Autonomy




Patient Is competent +
patient has capacity to
make the decision at hand

Patient decides



Patient not lose right of
self-determination when

lose capacity

Who decides
What standards



Advance directive

Substitute decision maker



Advance
Directive







Patient lacks capacity but left
instructions while did

Instructions available

Instructions apply to present
circumstances

Follow instructions (self-executing)



PewResearch enies

Views on End-of-Life

Medical Treatments

Growing Minority of Americans Say

Doctors Should Do Everything
Possible to Keep Patients Alive



18-29
30-49
50-64
65-/74
75+

15%
33%
38%
61%
8%



SDM bound by instructions in
advance directive

SDM lack authority to
contravene patient’s
instructions (or known
preferences or best interests)



Limits of
Advance

Directives



Not completed
Not found
Not informed

Not clear



completed



b .

AMERICAN BAR ASSOCIATION

AIRS OFFICE + 740 FIFTEENTH STREET, NW + WASHINGTON, DC20005-1022 * (202) 662-1780

30%

AARP 739
SN —



Figure 1: Few Adults in New Jersey Report Having
an Advance Directive

Older residents are most likely to have a directive
100%

80%

60%

42 5%

40%

20%

i)
0% All 18-24 25-34 3544 45-54 55-64 65-74 75-84 85+

Source: Rutgers Center for State Health Policy,
New Jersey Family Health Survey, 2001



NCHS Data Brief m No. 54 = January 2011

80 =

60 =

Percent

41

Home health
care patients'

Nursing home
residents’

W 65-74

m 75-84 Aged 85 and over

Discharged hospice
care patients®
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65-76% of physicians
whose patients
advance directives do
not know they

U.S. Department of Health and Human Services
C Assistant Secretary for Planning and Evaluation
‘w Office of Disability, Aging and Long-Term Care Policy \-\




Individuals fail to make &
distribute copies

* Primary agent

e Attorney
e Alternate agents
e Clergy
 Family members
e Online
e PCP .
registry

e Specialists



Not
informed



Enough

THE FAILURE OF THE LIVING WILL

by AMGELA FAGERLIN AND CARL E. SCHNEIDER

In pursurt of the dream that patients’ exercise of autonomy could extend beyond their span
of competence, living wills have passed from controversy to conventional wisdom, to widely

promoted policy. But the palicy has not produced results, and should be abandoned.

HASTINGS CENTER REPORT March-April 2004



Annals of Internal Medicine

PERSPECTIVE

Controlling Death: The False Promise of Advance Directives
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it

then



Trigger terms vague

“Reasonable expectation of
recovery”

/5% 51%
25% 10%

Plus: prognosis uncertain



Preferences vague

“No ventilator”
Ever
Even if temporary



SITUATION A

IfTam 1na coma or a persistent vegetative state
and, in the opinion of my physician and two
-consultants, have no known hope of regaining
awareness and higher mental functions no matter
what 1s done, then my goals and specific wishes

— 1f medically reasonable — for this and any
additional 1llness would be:



I want

treatment
tried. If no
i . clear
Please check appropriate boxes: improvement, X am Y do not
I'want stop. undecided want
1. Cardiopulmonary resuscitation (chest compres-
sions, drugs, electric shocks, and artificial breathing N
aimed at reviving a person who is on the point of dy- I'm 5]
ing). applicable
2. Major surgery (for example, removing the gali- Not
bladder or part of the colon). applicable
_' 3. Mechanical breathing (respiration by machine,
through a tube in the throat).
4. Dialysis (cleaning the blood by machine or by fluid
passed through the belly).
5. Blood transfusions or Not
blood products. applicable
6. Artificial nutrition and hydration (given through
a tube in a vein or in the stomach).
7. Simple diagnostic tests (for example, blood tests Not
or X-rays). applicable
8. Antibiotics (drugs used to fight infection). Not
applicable
9. Pain medications, even if they dull conscious- Not
ness and indirectly shorten my life. applicable |




Yes.
| would want to have life-
sustaining treatments.

It would depend on
the circumstances.

No.
| would not want to have
life-sustaining treatments.

If | am unconscious, in a
coma, or in a persistent
vegetative state and there
is little or no chance of
recovery

Initials

Initials

Initials

If | have permanent severe
brain damage (for
example, severe dementia)
that makes me unable to
recognize my family or
friends

Initials

Initials

Initials

If | have a permanent
condition that makes me
completely dependent on
others for my daily needs
(for example, eating,
bathing, toileting)

Initials

Initials

Initials

If | am confined to bed and
need a breathing machine
for the rest of my life

Initials

Initials

Initials

If | have pain or other
severe symptoms that
cannot be relieved

Initials

Initials

Initials

If | have a condition that will
cause me to die very soon,
even with life-

sustaining treatments

Initials

Initials

Initials







More technology
is the default

Patient must opt
out






POLST
Provider
Order
Life
Sustaining
Treatment



POLST
Physician
Order
Life
Sustaining
Treatment



POST Physician Order for

Scope of Treatment
MOST Medical . ..
MOLST Medical. ..

COLST Clinician. ..



Tiodwme 25, Noumber £

The Journal of Clinical Ethics 353

Thadd=aus Mason Pope and Malinda Heooum, “Legal Brsfing POLET: Physician Orders for Liks-Sustaining Trastmenid, Ths

dovrnal of CliniegfErhies 23, no 4 (Winksr 201 2 353-TE
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ABRSTRACT

This E=uee “Lagal Brieling™ column covere recent e
gal dewvskopments: oty i POLET (phy=ician anders for life-
suslaining treatment.)’ POLST Fas been thea subject of re-
cant arlicles in JOE? It has b==n the subject of major policy
reports? ard a recanl Msw Yook Timse ediorial * And POLET
ha=s b==n the subject of significant k=gislabve, reguatory,
ared policy abendion over the past several monthe. Thess
devsloprmanta ard a survsy ol the carrant landscaps ans
usefdly groupsd imcthe foloawirag 14 caleoories:
Terminod cay
PFirpose, funcltion, and success
Stabss n the stal=s
Four k2gal routes of implermamab o
Which profes=icnEs can authonze POLSTE
Iz the pationT= signadurs requinsd?

Caan swurnegailes cors=anil bo Tor incapacialesd pabent=sT
If & POLST corflicks with an adwvarss diracliee, which
prevails™

lz offarnag PLST marsdsdoreT

D ENmnAEL-

uﬁttunln ]

Phvsician Orders for
Treatment

\ - o o o
Mason Pope and Melinda Hexum

10 ¥What ar= the dubies of healdecars providens™
11. '"What i= tha rale of alkecironic registnea?

12. WWhat iz e rolke of the fedaral government ?
12 Internabicral adaplion

14, Coart csssses

1. TERMINOLOWGY

VWhile the POLSET paradigm is established
or developing in almost every LLS. state, it goes
by at least 14 different name=.” For the sake of
clarity. this article willuss the acronym POLST.
a= it i= the acronym uzad by most states. Even
among thesa states, POLST stands for three dif-
ferent terms. In most of thie states, FOLST stands
for phyzician opders for life-sustaining treat-
ment® In BMinnesota and BMontana, it stands for
provider orders for life-sustaining treatment.”
In Pennsylvania, POLST stands for Pennzaylva-
nia order= for life-sustaining treatment.®

The remaining statas u=s 11 additional ac-



Many acronyms

Same concept



% National POLST Paradigm Programs

L

-

www.polst.org *As of January 2015

B Mature Programs \/_\

I Eundorsed Programs
BN Regionally Endorsed Program

. Programs That Do Not Conform to POLST
| Developing Programs |
pims s Requirements
|| No Program (Contacts)







POLST: Provider Orders for Life Sustaining Treatment

HIFAA FERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROWVIDERS AS NMECESSARY

FROVIDER QORDERS FOR
LIFE-SUSTAINIMNG TREATFENT (POLST) Lzsz Mame

FIEST follow chese onders, TELEMN concact che pacienc’s poowicler. This
= A porosider corder sheet based on the pat=nts medical condibdon and
withes, FOLST cramslates an advances dirsctee iotc prossider crders.

Firz W lidd ke Initial

Ay secion nof compleced implies che most aggressive trealrnent Lt of Birth
fior that section. Patermis should abways b= created wich dignicy snd
eS| ecr. PFrimary Cara Frosi denPhona
A CARDIOPULMOMARY RESUISCITATION (CPR):

Farie=ne bhas oo puls= and is nore breaching.
Chack
One [ ] crreaTrEMPT RESUSCITATION [ ] oMRDo NOT ATTEMPT RESUSCITATION (Allow Manural Dieath)

&N aicamadc exiemal defibcillacos § AFT shookd o b meed dor a
W e n ot im cardiopolmonmry arrest, Folloss orderms o B oand O, padent who has chosen "The Mot & trempt Fesuscimtion.™
B GOALS OF TREATRENT:

Farcienc has pulse anddsor is breathing. Ses Section A regarding PR GF pulss is lost. } A }

Chack Acdciviomal rrders (e g dialysis, ebc )
Cna COMFORT CARE — IDvo not nrubacs buc nse medicaton., coygen, oral sucton, and manoal
ol clearimg of aurways, oo, o nesced for tmome diace comfort.

Check ol sl apeyefies

O I an emengencg, call __ — e hospdosd

O i possible, do il iIransport to BR UCahen patient can b= made oofiorabks S residencel

= i possible, do not sdmiit to the hospital from the ER (e, when patient Ccan b= mmads com-

forable at residence)

I:I LEPSIT RNTERYVENTIONS ANMD TR EAT REVERSIELE CCORMDOITIONS — Frowide interventons mimed at cemaoment of oew o reversible ill-
oess L injury or noo-life theacreoing chronic conditions. Duration of invasise or uncomfboriable incerventions shoold penescalbr
be limited. [ Tramsport oo ER presamed]

ol o
O Do reot hviubse
2 Tral of imubstion (=g, daysd or other instmctons: __
FPROVIDE UFE SUSTARN KNG TREATRTENT
Imnmubate, carnchowert, and porowsicds medically necessary cane oo suscain e, (Transpore o EF presammed)
C IMTERWVERTIOMS AND TREATRERNT
Chock SNTIBIOTICS (el omek
211 Thae 2 Mo artibkotics (Clse otber methods o reliess spmpooams whenesver poasible )
Spply 3 oral santibiotdcs Onby (o IV 1310
3 Lk 1P il kol C Tre atnesnt
FMUTRITION SHYDRATION Gk ol oSt apegele b Adcditonal Oders:
= Offer fiooed @nd liquids by meowih 0iral fluids and cocridion moust abesags: b
of fered if medically Feasible=]
3 Tuhe feedireg throwgh ot or moess
0 Tube Teedirg direciy I S | insct
= 1% flukd sdmindsiration
R
Frowider Mams (M DT MSAPRMFA whean da kegarted, ane acoepriabda’ Providar Signatura

[
FACED COPIES ARND PHOTOCOPIES O F THIS FORM ARE VaLID.
TOWIID THIS FORM. DRAHN & LINEACREOSES SECTIONS A - D ARND WRITE —WOID™ IM LARGE LETTERS. PDL S I




————————————————————
CARDOPULRYONRY RESUSCITATION CPR)
" Piient b s ks 1 0t heaching

I D (PRATTENPT RESUGCIATON D DN N0 ATTENPT ESUSCTATION Al e Dty

Ao el ol e D ok ot e e i
V¥ b ot o opulmonryavst, o o B ond C. | ot o s o T ot At R,



I e R B TR PR ramEp - ————

B

Chack

(g
(3cal

GOALS OF TREATMENT:
Fatient has pulse and‘or is breathing. See Section A regarding CFR if pulse is st

Additiom] Orders {2z, dialysis, efc.)
CAOMFORT CARE — Do not intubate but use medication, oxygen, oral suction, and manul

chearing of Trways, iz, @ nesded for immediace compor.

Check all that apphe

Jn an emenency, all __ __ I, hiospiced

2 W possible, donok ramspor & ER (&hen petlent can b= made conmariable & resldencel

2 possible. do not admit to the hospital from the ER (e.q. when patlent can be mede com
fortable at residence)

LINT INTERVENTICKS AND TREAT REVERSIBLE CONDITIONS — Provide infervenfions mimed at treatment of new of revemble -
ness | injury o noeelife thesatening chronic condifions. Dhuration of iivasive or uncomfortable interventions shoukd genzrally
be limited. | Trarsport to ER presumed)

Chik ome:

1 Do ot Infubate

1 Trlal of Intubtion (=,______days) or odher Instuctions: __

PROVIDE LIFE SUSTAN NG TREATMENT
Intubiate, carcliowert, and prowide medically necessary care o sustan [ife. ( Transport to ER. premmed)




(: INTERVENTIONS AND TREATMENT
o ANTIBICTICS jehec ame
iy - i Ao (s otherenehode o el symptoms wheneer possble,)
foly (2 0rl Anlocs Onl (o IV/TM
7 st VM Aot Tt

TR ORATION et iy Additond Ol
2 (e focd and s by o (Ol i i must oy be

oftered if mlically feasible

1 T el hrgh oot e

7 T g ety i
2 IV fukd vinistratin

i)




Order




Life-Sustaining Treatments Received (n = 1,606)*+

25%
20%
L

POLST Comfort POLST Limited  POLST Full  Traditional DNR  Traditional
Measures Only Interventions Treatment (n=626) Full Code
(n=7300) (n=335) (n = 83) (n=262)

Percent receiving life-sustaining treatments

® Analyses performed with subset of residents having the same orders in place for at least 60 dave. For resdents wath POLST forms, onby those with ceders for medical mbenventsons
(Section B) were mchuded

t Lafe-sustaimng treatments m Sechon B mclided hospalalizatonED vases, IV fnds, dialyss, wansfusion, surgeryinvasive diagnestic tests, chemotherapy) radiation, and miubaton/
ventilator sappon.

JAGS 58:1241-1248,2010 . A Comparison of Methods to Communicate Treatment Preferences in Nursing Facilities: Traditional Practices versus the Physicians Orders for Life-
Sustaining Treatment (POLST) Program.
Susan E. Hickman, PhD, Christine A. Nelson, PhD, RN, Nancy A Perrin, PhD, Alvin H Moss, MD, Bernard J Hammes, PhD, and Susan W. Tolle, MD.



% of Decedents dying in hospital

4000

30.0%

20.0%

100

0.0%

Patient’s preferences recorded as medical orders on a POLST

Form and how those orders match with death in the hospital

I

Comfort Measures Cnly Limited Treatment Full Treatmenit Mo POLST in Registry
(n=11,836) [n=4,787] in=1,153) (n=40,098)
b.4% 22.4% 44 2% 34 2%

JAGS: Fromme et al 2014 62: 1246-1251







Terminal illness

Advanced chronic
progressive illness

Frailty



In last year of life

Others who want
to define care



MOLST supplements
AD

Does not replace









The present

Here & now






MOLST
benefits




1. Bright
color






Original MOLST printed
on lilac card stock

But a has the same
force as original



2. Single




POLST: Provider Orders for Life Sustaining Treatment

HIFAA FERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROWVIDERS AS NMECESSARY

FROVIDER QORDERS FOR
LIFE-SUSTAINIMNG TREATFENT (POLST) Lzsz Mame

FIEST follow chese onders, TELEMN concact che pacienc’s poowicler. This
= A porosider corder sheet based on the pat=nts medical condibdon and
withes, FOLST cramslates an advances dirsctee iotc prossider crders.

Firz W lidd ke Initial

Ay secion nof compleced implies che most aggressive trealrnent Lt of Birth
fior that section. Patermis should abways b= created wich dignicy snd
eS| ecr. PFrimary Cara Frosi denPhona
A CARDIOPULMOMARY RESUISCITATION (CPR):

Farie=ne bhas oo puls= and is nore breaching.
Chack
One [ ] crreaTrEMPT RESUSCITATION [ ] oMRDo NOT ATTEMPT RESUSCITATION (Allow Manural Dieath)

&N aicamadc exiemal defibcillacos § AFT shookd o b meed dor a
W e n ot im cardiopolmonmry arrest, Folloss orderms o B oand O, padent who has chosen "The Mot & trempt Fesuscimtion.™
B GOALS OF TREATRENT:

Farcienc has pulse anddsor is breathing. Ses Section A regarding PR GF pulss is lost. } A }

Chack Acdciviomal rrders (e g dialysis, ebc )
Cna COMFORT CARE — IDvo not nrubacs buc nse medicaton., coygen, oral sucton, and manoal
ol clearimg of aurways, oo, o nesced for tmome diace comfort.

Check ol sl apeyefies

O I an emengencg, call __ — e hospdosd

O i possible, do il iIransport to BR UCahen patient can b= made oofiorabks S residencel

= i possible, do not sdmiit to the hospital from the ER (e, when patient Ccan b= mmads com-

forable at residence)

I:I LEPSIT RNTERYVENTIONS ANMD TR EAT REVERSIELE CCORMDOITIONS — Frowide interventons mimed at cemaoment of oew o reversible ill-
oess L injury or noo-life theacreoing chronic conditions. Duration of invasise or uncomfboriable incerventions shoold penescalbr
be limited. [ Tramsport oo ER presamed]

ol o
O Do reot hviubse
2 Tral of imubstion (=g, daysd or other instmctons: __
FPROVIDE UFE SUSTARN KNG TREATRTENT
Imnmubate, carnchowert, and porowsicds medically necessary cane oo suscain e, (Transpore o EF presammed)
C IMTERWVERTIOMS AND TREATRERNT
Chock SNTIBIOTICS (el omek
211 Thae 2 Mo artibkotics (Clse otber methods o reliess spmpooams whenesver poasible )
Spply 3 oral santibiotdcs Onby (o IV 1310
3 Lk 1P il kol C Tre atnesnt
FMUTRITION SHYDRATION Gk ol oSt apegele b Adcditonal Oders:
= Offer fiooed @nd liquids by meowih 0iral fluids and cocridion moust abesags: b
of fered if medically Feasible=]
3 Tuhe feedireg throwgh ot or moess
0 Tube Teedirg direciy I S | insct
= 1% flukd sdmindsiration
R
Frowider Mams (M DT MSAPRMFA whean da kegarted, ane acoepriabda’ Providar Signatura

[
FACED COPIES ARND PHOTOCOPIES O F THIS FORM ARE VaLID.
TOWIID THIS FORM. DRAHN & LINEACREOSES SECTIONS A - D ARND WRITE —WOID™ IM LARGE LETTERS. PDL S I




3. More
informed



MEDICAL ORDERS for life-sustaining treatment (MOLST

document reflects those

—_—

Discussed it

Patient

ogal Guardian

s00d by the surrogate

Health Cre Agent

SIGNATURES: Preferences have been expressed to the health care provider whose signature s found below, Thi
nrferences, I signed by a surrogate,preferences must refect patient s wishes as hest

Parent of Minor

Next-of-Kin

PRINT - Physician /APNJPA Name Phone

Physician/APN/PA Sinature (mandatory

Physiian Co-Signature 1 PA Signs Avove [mandatory) -~ Date




4. Immediately

actionable



Provider

Life
Sustaining

Treatment



No need to “
advance directive

No need to “
into orders

7)

144



5. Easy to
follow



————————————————————
CARDOPULRYONRY RESUSCITATION CPR)
" Piient b s ks 1 0t heaching

I D (PRATTENPT RESUGCIATON D DN N0 ATTENPT ESUSCTATION Al e Dty

Ao el ol e D ok ot e e i
V¥ b ot o opulmonryavst, o o B ond C. | ot o s o T ot At R,



6. Better
honored



Can follow

follow



/. Portable






8.
Updatable



MOLST does
expire



MOLST can be
revised or
revoked at any
time



Review with
change in
condition or
location



Can be completed by
, If patient
lacks capacity



/0% patient

30% surrogate



9. Proven
Effective



POLST is Evidence Based

Major academic research in 3 POLST states: strong
evidence base of efticacy of POLST in ensuring
preferences are elicited, documented, honored, w/

pain and symptom management equivalent to those
without POLST order

Hickman et al. “A Comparison of Methods to Communicate Treatment
Preferences: Traditional Practices versus the Physician Orders for Life-
Sustaining Treatment Program” | Am Geriatr Soc 58:1241-1248, 2010.



Closes gap
between what
people want and
what they get






Mostly well settled
patient with capacity
may refuse life-saving
treatment
contemporaneously



Mostly well settled
patient without
capacity may refuse
life-saving treatment
through advance
instructions



Mostly well settled
patient without
capacity may refuse
life-saving treatment
through decision of
authorized SDM



This is all “passive”

Refusing something

(chemo, CPR,
ventilator, CANH,
antibiotics)



Contrast active means
to hasten death



What is
a medical
futility dispute




o i .rfﬁ-'ﬂf:r' theres r:n:e"{v very fittle I can ds.”



Surrogate

driven

over-treatment



Clinician B Surrogate

CMO LSMT




Consent
always



Assisted
Suicide




lllegal everywhere

{



“Whoever intentionally . .
. assists another in
taking the other's own
life may be sentenced to
imprisonment for not
more than 15 years. ...

14

Minn. Stat. 609.215



“aid in




Physician prescribing
medication to a mentally
capacitated, terminally ill
patient, which the patient
may ingest to bring about
a peaceful death”






No Constitutional right

Not a “fundamental” right

Not a violation of equal
protection






“States are presently
undertaking extensive
and serious evaluation
of physician assisted
suicide . .. .”



“In such circumstances, the
... challenging task of
crafting appropriate
procedures for safeguarding
... liberty interests is
entrusted to the laboratory
of the States . . .”






Ballot initiative
51%



In operation
1997 - ongoing









Terminal illness
(6 months)

Resident

18+

Capacity






Doc educates patient
about all options —

palliative care
paln management
hospice



Oral request

15 days

2"9 oral request
Written request
48 hours



Doc writes prescription
Patient gets at pharmacy

Must self ingest



Self ingest

Patient takes final overt
act leading to death

If physician did it, that
would be euthanasia &
crime everywhere USA



Number

140
130
120
110
100
90
80
70
60
50
40
30
20
10

Oregon DWDA Prescription Recipients and Deaths*, 1998-2013

Bl DWDA prescription recipients

O DWDA deaths

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013




97% white
98% health insurance
90% enrolled in hospice

72% gone to college



2008
Washington



Ballot initiative
58%









Legislation
instead of
ballot initiative






Dec. 2009

Montana via
court decision







Jan. 2014

New Mexico
via court
decision







June 2014
Quebec




Manitoba
tchewan

Scotia




February
2015






Activity In
the states







Other exit
options




In order of acceptability

Stop LSMT okay
AlD — PAD 5 states

Euthanasia illegal



In order of acceptability

Stop LSMT

AlID — PAD
Euthanasia



High dose
Opioids







Mostly accepted

Risks respiratory
depression and death



Double Effect

1. Action good in itself (not immoral)

2.

Intend the good effect (foresee but
not intend bad effect)

Bad effect not necessary for good
effect

Proportionality (sufficiently grave
reason to risk bad effect)









More ersial - - palliative
sedation to unconsciousness PBinte



Palliative

Sedation Euthanasia
Intent Sedate Kill
Administer Administer
drug doses,
Process . lethal drug
titrated to
dose
effect
Outcome Decreased Death

CONSCcloUushess



PSU makes Pt .
dependent
on CANH




Typically
Pt refuses
CANH









Find existence intolerable
Nothing to turn off

Dehydrate = death 10-14
days

Generally accepted, if
patient decides herself



Controversial to make

- i :

advancedecision






Voluntary active
euthanasia: doctor
administers lethal agent

lllegal everywhere in
North America



Thaddeus Mason Pope

Director, Health Law Institute
Hamline University School of Law
1536 Hewitt Avenue

Saint Paul, Minnesota 55104

T 651-523-2519

F 901-202-7549

E TpopeOl@hamline.edu

W www.thaddeuspope.com

B medicalfutility.blogspot.com
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